It has become common to say psychiatric illnesses are brain diseases. This reflects a conception of the mental as being biologically based, though it is also thought that thinking of psychiatric illness this way will reduce the stigma attached to psychiatric illness. If psychiatric illnesses are brain diseases, however, it is not clear why psychiatry should not collapse into neurology, and some argue for this course. Others try to maintain a distinction by saying that neurology deals with abnormalities of neural structure while psychiatry deals with specific abnormalities of neural functioning. It is not clear that neurologists would accept this division, nor that they should. I argue that if we take seriously the notion that psychiatric illnesses are mental illnesses we can draw a more defensible boundary between psychiatry and neurology. As mental illnesses, psychiatric illnesses must have symptoms that affect our mental capacities and that the sufferer is capable of being aware of, even if they are not always self-consciously aware of them. Neurological illnesses, such as stroke or multiple sclerosis, may be diagnosed even if they are silent, just as the person may not be aware of having high blood pressure or may suffer a silent myocardial infarction. It does not make sense to speak of panic disorder if the person has never had a panic attack, however, or of bipolar disorder in the absence of mood swings. This does not mean psychiatric illnesses are not biologically based. Mental illnesses are illnesses of persons, whereas other illnesses are illnesses of biological individuals.
INTRODUCTION
It is common, in the United States at least, to say psychiatric illnesses are brain diseases. This reflects a conception of the mental as biologically based, or perhaps as even equivalent to the biological, though it is also thought that thinking of psychiatric illness in this way will reduce the stigma that is attached to psychiatric illness, and help have psychiatric illnesses come to be thought of as any other physical illness is.
If psychiatric illnesses are brain diseases, however, it is not clear why psychiatry should not collapse into neurology, and some have argued for this course. Others, such as the originators of the Research Domain Criteria (RDoC) project at the NIMH, have tried to maintain a distinction by saying that neurology deals with abnormalities of brain, or neural, structure while psychiatry deals with abnormalities of neural functioning or of neural circuits. It is not clear that neurologists would accept this division, nor that they should. Nor is it clear that even the proponents of the RDoC project strongly support this distinction. Thomas Insel, the Director of the National Institute of Mental Health, for example, gave a lecture at the 2014 meeting of the American Psychiatric Association in New York this May that was titled "From Psychiatry to Clinical Neuroscience," which would seem to support both psychiatry and neurology as "clinical neurosciences."
In this paper I will argue against the collapse of psychiatric illnesses into brain diseases, and the collapse of psychiatry into neurology or clinical neuroscience. I will argue that if we take seriously the notion that psychiatric illnesses are mental illnesses, that we can draw a defensible boundary between psychiatry and neurology -and in doing so gain conceptual clarity about what psychiatric illnesses are and what makes particular illnesses psychiatric illnesses. So what is it to be a mental illness?
As mental illnesses, psychiatric illnesses must have symptoms that affect our mental capacities and the sufferer is capable of being aware of, even if they are not always self-consciously aware of them. Neurological illnesses on the other hand, such as stroke or multiple sclerosis, may be diagnosed even if they are silent (if the structural, or circuit, defects are located in areas that do not result in manifest symptoms), just as the person may not be aware of having high blood pressure or may even have suffered a so-called silent myocardial infarction. It does not, however, make sense to speak of panic disorder if the person has never had a panic attack, or of bipolar disorder in the absence of mood swings.
Once one has had such symptoms, a psychiatric illness can go into remission and not be associated with any current symptoms, although we might still say the person suffered from the illness. Thus schizophrenia may go into remission, or someone who suffers from alcohol dependence may become abstinent, though we might still diagnose the person involved as suffering from schizophrenia or alcohol dependence. If someone has biological vulnerabilities to a particular illness, on the other hand, but has not yet demonstrated the symptoms that mark the illness, we might say that he or she is at risk for the illness, vulnerable to the illness, or even in a prodromal stage, perhaps, but we would not say that he or she had the illness. A neurological -or for that matter endocrinological -illness might cause symptoms that appear psychiatric, but we do not consider the presence or absence of those symptoms necessary or sufficient conditions for making the diagnosis of the neurologic or endocrinologic illness. Hypothyroidism might lead to depression, but depression is not a necessary or sufficient condition for diagnosing the illness in the way that a panic attack is necessary to the diagnosis of panic disorder. Lupus may cause symptoms that appear psychiatric but we would not diagnose it as a psychiatric illness because the underlying pathology might well occur and be able to be diagnosed and categorized in the absence of any psychiatric symptoms.
Could we imagine a future point where we said there was a neural circuit abnormality of the same sort that caused panic disorder but which did not cause panic disorder, and so like the case for multiple sclerosis, lupus or stroke currently, we should not think of panic disorder as a specifically psychiatric diagnosis, but as the specific symptom caused by this sort of circuit disorder under particular circumstances? Could we imagine this for borderline or narcissistic personality disorder as well? I think it is hard to argue for this view across the broad spectrum of psychiatric diagnoses even if at first it might seem tempting in particular cases.
Some have argued that there are true psychiatric illnesses, such as schizophrenia or bipolar disorder, that have a biological basis, and then there are the other problems that the worried well consult us for, which are not truly illnesses. I suspect some proponents of the RDoC or of other purely Folia Medica 2014; 56(4): 305-308 © 2014 Medical University, Plovdiv biological approaches to psychiatric illness, might argue that the problems that look like they are problems of the worried well themselves have biological underpinnings. I think that those who object to the separation of psychiatric illnesses into two classes are correct, but would argue that this means all psychiatric illnesses are dependent upon the presence of mental symptoms for us to be able to make the diagnosis.
What if we were to find a particular abnormality of a neural circuit or circuits that proved to be inevitably associated with the development of a psychiatric illness, such as schizophrenia, some time later? Would we accept the neural circuit abnormality as sufficient for making the diagnosis? What if it were shown that some clinical intervention at this stage, before symptoms developed, had a beneficial effect on the course of the disorder or could even prevent it altogether? I think we might come to think of the presence of the abnormality as sufficient justification for clinical intervention, but I think the diagnosis itself would still depend on the presence of symptoms. In a similar way, Angelina Jolie or some other woman might choose to have mastectomies to prevent the development of breast cancer if they found they possessed a particular genetic marker for the development of the disease (or even a gene that we knew caused it). We might think this was justified and made clinical sense, but we would not say that she was having surgery for the removal of a breast cancer.
Could we imagine coming to think of the neural circuit abnormality as sufficient for the diagnosis? Can we imagine this for schizophrenia? Panic disorder? Borderline personality disorder? If we found someone with the disordered neural circuit but who never had symptoms would we want to say that they had the disorder but just didn't show symptoms? Or would we say that we had found a case that proved the disorder of neural circuitry we had found was not inevitably linked to the disorder? My sense is that we would say the latter. Mental effects remain central to our concept of psychiatric illness, and the link of neural circuits to psychiatric illness depends on what links we can establish between the neural circuits and mental symptoms.
This does not mean psychiatric illnesses are not biologically based. Mental phenomena depend on the brain, and not any immaterial substance or soul. But not all brain phenomena are mental. Breathing, for example, is controlled by the brain (utilizing input and feedback from other organs), but breathing is not a mental phenomenon. Although we can choose to control breathing consciously for a time, as when doing relaxation exercises or yoga, it will continue, in the absence of certain pathologies, even when our conscious attention stops. Thinking is a mental phenomenon, even though there is good evidence ranging from psychoanalytic research to modern experimental psychology to show that not all thought is conscious. What we see is that to count as a mental phenomenon, the activity must at times be one that we are (self)-consciously aware of and which we cannot conceive of occurring entirely without such self-consciousness. If all of our thinking occurred out of conscious awareness, we would not think of thinking, if you will pardon my putting it that way, as a mental phenomenon.
If psychiatric illnesses are mental illnesses, can we have animal models of psychiatric illness? I think there has been a general recognition that it is difficult to have animal models of psychiatric illness, if not an outright reluctance to accept them. It is interesting that the models that have been proposed, of depression, anxiety, intermittent explosive disorder, and for obsessive compulsive disorder have, obviously perhaps, been for affective and behavioral symptoms, where we are more likely to think animals may have some "mental" life. (Eric Kandel suggested that he might have found a mouse model for the negative symptoms of schizophreni in a talk at the APA several years ago, but I have not seen anything about this since.) The closer the animal to human, the more easily we accept the idea that animals might experience something close enough to what we experience to be able to provide a useful model of psychiatric symptoms or disorders. But even here I think the use of putative animal models is far from problem free. Rats that have been subjected to various painful conditions have been thought to show behaviours that suggest depression or anxiety, and it sometimes seems that we ought to accept that animals can have these feelings. But is depression merely affective? As much research on depression shows, and as cognitive therapy emphasizes, there are distorted cognitions and thought patterns in depression. Is this merely an epiphenomenon? Or are the animal models even more limited than we might have thought if we think of illnesses such as major depression or generalized anxiety disorder as disorders both of affect and cognition? I think the cognitive elements of depression and anxiety suggest that we be quite cautious here. things, that were not there, and I understand from cat owners that this is common, but I haven't heard people seriously suggest using cats as a model of psychosis. The limits that we feel apply to animal models of psychiatric illness support the idea that we do conceptualize psychiatric illnesses as mental illnesses rather than brain disorders.
Mental illnesses, we can now say, are illnesses of persons, whereas other illnesses are illnesses of biological individuals. Plants can suffer from viruses and other infections. Animals can suffer from a myriad of illnesses, but for the most part we do not consider them as suffering from mental illnesses. The extent to which we are willing to say of an animal that it is depressed is the extent to which we are willing to see that animal as a person, as being like us humans in important ways. We are more likely to do this in the case of hominids, who I think we truly do see as like us in relevant ways, or in the case of animals such as dogs, who by virtue of being our pets and participating in an important way in our lives we are perhaps willing to extend attributes of personhood to, and we would be much less likely to do this with wild canids, who are not part of our human families in the same way as their domesticated cousins are. (A recent article or book -but I do not remember where I saw this -argued that domestic dogs were in fact much more like us than wild canids, and that selective breeding over the millennia dogs have been domesticated had selected for exactly those characteristics that made dogs more human, amongst other characteristics selected for.)
What makes a biological individual a person? I cannot provide a definitive answer to this question here, but what I have argued above points to the link of personhood with the vulnerability to -or capacity for -mental illness. Personhood depends on the existence of an individual with a mental life. The existence of mental life is a necessary condition for the existence of mental illness. The existence of mental life, of mental phenomena, thus brings with it the possibility of mental illness. Vulnerability to mental illness is thus a mark of personhood. Whether we could imagine persons that were not at risk for mental illness is a topic for another paper.
